BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and are provided with free text boxes to elaborate on their assessment. These free text comments are reproduced below.
in the questionnaire study. My concerns are listed below:
1. One of the strengths of the study was the "extremely high response rate (92.9%)". This response rate is unusual in the kind of study, and the influence of administrative power might play a role in the response (i.e., official requests of all employees (ELSTs) to the response by their governors)). Therefore the results might be highly biased by self-reporting better performance (if they were worried about scrutinized by their governors). I suggested the authors clarify the concern in the manuscripts. 2. Another way to evaluate the influence of self-reporting bias is to do a "sensitivity analysis", such as re-category the confidence level scoring 3, 4, and, 5 as "confident group". If this had ever been done, the authors might have them in the supplementary data. 3. Although the paper is not focused on the patient outcome, it would be more valuable if the authors could provide the "ETI performance outcome" (i.e., the success/failure of ETI experience in their ELSTs) in their report, either as a variable for confidence or as a secondary outcome. 4. In the section of "Background", line 80-83, I suggested to use the term "controversial " rather than "challenged" and to add some 
VERSION 1 -AUTHOR RESPONSE
To Reviewer #1:
Thank you for this manuscript. I think it adds important data to the prehospital airway literature from Japan, which in the past has often been used to argue against the use of ETI for OHCA in other settings, such as Europe or the US, where ETI is more commonly performed. I would suggest to specifically add this to the discussion, as it provides important context to the interpretation of those other Japanese study results.
Reply:
We are very glad to see this positive comment. Thank you for this constructive feedback. As you pointed out, while endotracheal intubation (ETI) is a relatively new skill for emergency lifesaving technicians in Japan, paramedics in the US have performed ETI in clinical practice for over 30 years and may possess greater clinical exposure to and comfort with ETI [Ref. 45] . Our findings therefore may not be easily extrapolated to other countries, including the US. To clarify the context, we acknowledge this point in the limitations section (R1 manuscript, page 30, line 410 to page 31, line 414). However, our study found that confidence in ETI was independently associated with the availability of regular simulation and operating room training. Our results underscore the need for reinforcement of airway reeducation methodology for inexperienced providers to improve their ETI confidence (R1 manuscript, page 28, line 364 to page 29, line 376). We believe the quality improvement implications of our results would be beneficial not only for our study population but also for other countries (R1 manuscript, page 31, lines 415-420).
Minor comments: - Table 1 ETI/year: You are reporting a highly significant p value for both groups of zero?
Reply: Yes. Because many emergency life-saving technicians (ELSTs) did not have any ETI opportunities (Fig 1) , the median number of annual ETI experiences for both confident and non-confident ELSTs was zero. The upper quartile of annual ETI experience was 1 for confident ELSTs and 0 for nonconfident ELSTs. Although the difference is small, the relatively large sample size and small statistical dispersion resulted in a highly significant P value (< 0.001), according to the Mann-Whitney U-test. For your reference, the mean number of annual ETI opportunities was 0.673 for confident ELSTs and 0.253 for non-confident ELSTs. We added this information in the legend of Table 1. -I am not sure that reporting who is certified as BLS provider et cetera adds much to the paper. The data on who is an instructor may be seen as somewhat useful, but I don't see that value for BLS. I would assume that every ELST will by definition by a certified provider in BLS, ALS et cetera?
We agree with your advice and have removed provider status for Basic Life Support, Advanced Cardiac Life Support, Pediatric Advanced Life support, Japanese version of the cardiopulmonary resuscitation course (Immediate Cardiac Life Support), and basic trauma life support course (Japan Prehospital Trauma Evaluation and Care) from Table 1. -You may want to consider including this recently published manuscript in the introduction or discussion: https://jamanetwork.com/journals/jama/fullarticle/2673550
Reply: Thank you for informing us of this recent pertinent article. We have cited this and other recent relevant references in the introduction section (R1 manuscript, page 6, lines 81-87).
Again, we appreciate your time and effort spent on our manuscript. Thank you very much for your helpful advice.
To Reviewer #2:
The authors submitted a cross-sectional study analyzing the confidence and confidence-associated factors in Japan ELSTs. The paper is well-written, easy to follow, and informative to educators and policy-makers in emergency medical service (EMS) system. It also provides a valuable viewpoint to the controversial outcomes of OHCA patients receiving prehospital endotracheal intubation (ETI). However, the article still suffers from the self-reporting bias inherited in the questionnaire study. My concerns are listed below:
Reply: Thank you very much for evaluating our manuscript positively. We address your concerns below.
1. One of the strengths of the study was the "extremely high response rate (92.9%)". This response rate is unusual in the kind of study, and the influence of administrative power might play a role in the response (i.e., official requests of all employees (ELSTs) to the response by their governors)).
Therefore the results might be highly biased by self-reporting better performance (if they were worried about scrutinized by their governors). I suggested the authors clarify the concern in the manuscripts.
Reply: Thank you for this pertinent suggestion. As you indicated, because we used self-administered questionnaires, self-reporting bias (both social desirability and recall bias) was possible. As you also pointed out, because clinicians and fire department directors were involved in the survey collection process, there may also have been administration bias. We therefore agree with your opinion that ETI experience and confidence may be even poorer than those reported in this survey, and acknowledge these points in the limitations section (R1 manuscript, page 29, line 393 to page 30, line 403). To decrease the effect of social desirability and administration bias, we used anonymous questionnaires in the second-phase survey. Responders were also blinded to our outcome assessment plans (R1 manuscript, page 12, line 199). To mitigate recall bias, we asked ELSTs for their most recent 1 year of ETI experience. Given these potential biases, achieving a high response rate is critical to ensure the quality of data in an epidemiological survey. We believe a major advantage of the present study is the low number of non-responders (less than 10% for all relevant analyses).
2. Another way to evaluate the influence of self-reporting bias is to do a "sensitivity analysis", such as re-category the confidence level scoring 3, 4, and, 5 as "confident group". If this had ever been done, the authors might have them in the supplementary data.
Reply:
We appreciate this important recommendation. In response to your comment, we have added sensitivity analyses and generated Table S3 (see supplementary materials). As suggested, we employed two different definitions for confident status in performing ETI in the sensitivity analyses. We repeated the multivariable analyses, comparing ELSTs who scored 5 versus ≤ 4 and ≥ 3 versus ≤ 2 on the Likert scale for ETI confidence (R1 manuscript, page 13, lines 213-215). We found that the adjusted associations between ETI confidence and years of experience as an advanced-level ELST and annual ETI exposure persisted with the use of two different definitions of ETI confidence (R1 manuscript, page 22, lines 306-308 and Table S3 in supplementary materials). Thank you again for this excellent suggestion, which strengthens our observation that ETI confidence was associated with annual ETI exposure and clinical experience.
3. Although the paper is not focused on the patient outcome, it would be more valuable if the authors could provide the "ETI performance outcome" (i.e., the success/failure of ETI experience in their ELSTs) in their report, either as a variable for confidence or as a secondary outcome.
We appreciate your insight and agree with your opinion. However, unfortunately, our survey did not record this variable. As acknowledged in the limitation section (R1 manuscript, page 30, lines 404-409), future studies should clarify how a lack of ETI confidence affects the ETI procedure and outcomes of OHCA patients. Nevertheless, we speculate that lack of ETI confidence could worsen the outcomes of OHCA patients, because this study showed that ETI confidence was significantly associated with annual ETI experience, and a previous study (ref 12) found that ETI experience significantly influenced the outcome of patients with OHCA.
